city of

CINCINNATI 8

FIRE & EMS

Dear Patient:

The City of Cincinnati understands that dealing with unexpected medical bills can be difficult. If you are unable
to pay for all or part of your ambulance bill, and wish to apply for financial assistance, please print and fully
complete the City of Cincinnati Financial Assistance Application. We provide full or partial financial assistance to
persons whose family income is at or below the income guidelines outlined below.

INCOME GUIDELINES
FAMILY SIZE INCOME PER YEAR

$17,655
$23,895
$30,135
$36,375
$42,615
$48,855
$55,095
$61,335
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*For families greater than 8, add an additional $6240 for each member

To determine if you may be eligible for financial assistance, you must provide a completed City of Cincinnati
Financial Assistance Application, along with a copy of at least one of the documents from the proof of income
section on the back of this letter. Please complete and sign the attached application and send to the following
address:

City of Cincinnati EMS
Attn: Financial Assistance
805 Central Av 4" Floor

Cincinnati, OH 45202

Upon receipt, we will process your application and notify you in writing of our determination.

If you have any questions, please call (513) 352-4895. If you believe you are not eligible for financial assistance
under the income guidelines listed above please call to discuss other payment arrangements.

Thank you.

(PLEASE SEE REVERSE SIDE FOR IMPORTANT INFORMATION)
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Please complete and sign the City of Cincinnati Financial Assistance Application and provide a copy of at least
one of the following documents:

Proof of Income:
e Copy of benefit letter/check for Social Security or Disability.

e Check stubs for three months prior to the date of service (including payroll, Social Security, Worker’s
Compensation, Unemployment Compensation, Pensions, Public Assistance, etc.) or comparable
payment record. If you are self-employed, please send a notarized statement of income and expenses
for the three-month period prior to the date of service.

e A letter from your employer setting forth compensation detail on official employer letterhead with
contact information.

e Copy of the prior year’s tax return (if self-employed, Schedule C and a notarized income statement for
the three month period prior to the date of service must be provided). Tax returns can only be accepted
for dates of service through March 31 of the following year.

e Court support order.
e Letter from tenant setting forth rental income.
e  Strike Pay.

e If you are claiming that you have no income, provide a sworn statement from the person providing you
with basic financial support, validating your lack of income.



APPLICATION FOR FINANCIAL ASSISTANCE

Patient/Guarantor Name: Phonett:

Address: City: State: Zip:
Patient Account Number: Date of Service:
Patient Social Security Number: Patient Date of Birth:

Email Address:

Were you a resident of the City of Cincinnati at the time of transport? (Circle Response) Yes No
Do you have health insurance? Yes No Are you on active Disability? Yes No

*If you answered “Yes” to either of the above two questions, please attach a copy of your insurance card (front and back),
Medicaid or Disability Assistance card to this application and complete the following:

Name of Insurance Company:

Policy Number: Group Number:
Insurance Phone Number: Medicaid or Disability Assistance Number:
Are you a veteran of the Armed Services? Yes No

Please list all family members (including you). Family members include parents, spouses & children (natural or
adoptive) under the age of 18 living in the home along with the patient. Income includes gross (pretax) wages,
rental income, unemployment compensation, Social Security benefits, public assistance, etc. Income also
includes rent or living expenses exchange for services provided. Documentation must be included.

NAME DATE OF RELATIONSHIP TO SOURCE OF INCOME OR INCOME FOR 3
BIRTH YOU EMPLOYER NAME MONTHS PRIOR TO
SELF, SPOUSE,CHILD DATE OF SERVICE

(PLEASE SEE REVERSE SIDE)




If you reported $0.00 income, please have the Support Statement below completed by the person(s) helping to

support you and/or your family.

SUPPORT STATEMENT

For applicants who stated zero income, the person(s) providing you with basic financial support must provide a brief
explanation as to how you are being financially supported. List services, if any, that you are receiving from patient for

providing this support.

I hereby certify and verify that all of the foregoing information given is true and correct to the best of my knowledge and
belief. | understand that my signature does not obligate me to be financially responsible for charges rendered to the person

for whom | am providing basic financial support.

Signature of the person providing financial support to applicant Address

City, State Zip

By my signature below, | certify that | have carefully read this application and that everything | have stated or
provided in any attachment is true and correct to the best of my knowledge and belief. | understand that it is
unlawful to knowingly submit false information to obtain financial assistance.

Patient/Guarantor Signature: Date Completed:

If you have any questions or need assistance with this application, please call 513-352-4895.

(For Office Use Only)
Acct. Bal.
Approved
%  Write-Off Amt.

Denial Reason

Admin. Initial




